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less sensitization 


Gantrisin Is a single drug—not a mixture 
of several sulfonamides—so that there is 
less likelihood of sensitization, 


GANTRISIN@=brand of suifisexozele 


TABLETS © AMPULS © SYRUP 


HOFFMANN-LA ROCHE INC. 


Roche Park + Nutley 10 + New Jersey 


WHEN WRITING ADVERTISERS PLEASE MENTION SOUTHWESTERN MEDICINE 


MARCH, 1952 


t 
a 
a 
I 
I 
t 
d 
t 
I 
i 
0 
I 
I 
¢ 
d 
( 
t 
I 
] 
‘ 
¢ 
t 
] 


| 


52 


MARCH, 1952 


SOUTHWESTERN MEDICINE Page 89 


PUBLIC RELATIONS MEETING 
OF NEW MEXICO SOCIETY 


A highly informative and interesting 
program was arranged for the annual con- 
ference of county medical society officers in 
New Mexico January 26 in Albuquerque, 
N. M. The conference was sponsored by the 
public relations committee of the New Mexico 
Medical Society. 


Principal speaker was Dr. Joseph S. 
Lawrence, who is the director of the Ameri- 
can Medical Association’s office in Washing- 
ton, D. C. His subject was “A Bill is Before 
Congress”. Dr. Lawrence told how a bill 
goes to Congress; he described some of the 
current Congressional bills affecting the 
medical profession; and he explained how 
doctors can be of influence politically in re- 
gard to such legislation. 


EIGHTY-ONE 


Santa Fe, chairman; H. W. Gillett, Loving- 
ton; Earl L. Malone, Roswell; Brodie C. 
Nalle, Albuquerque; George W. Prothro, 
Clovis; and W. D. Sedgwick, Las Cruces. The 
committee was assisted by Ralph Marshall 
of Albuquerque, executive secretary of the 
New Mexico Medical Society. 


A highlight of the afternoon session was 
a talk on “Medical Liability Suits in New 
Mexico” by Mr. Raymond Wagner, Denver, 
regional investigator for the United States 
Fidelity and Guaranty Co. In his list of 
“don’ts”, Mr. Wagner advised doctors as 
follows: 


“Don’t talk so much. 
“Don’t charge so much. 
“Don’t criticize 


DOCTORS 


Eighty-one doctors, 
their wives and guests 


at which Dr. Lawrence 
spoke. Dr. Leland S. 
Evans of Las Cruces, 
N. M., New Mexico 
Medical Society presi- 
dent, was master of 
ceremonies. Among 
the guests were Dr. 
James R. Scott, direc- 
tor of the State Depart- 
ment of Public Health 
in New Mexico; Mr. 


Annual Convention 


attended the banquet OF THE 


New Mexico Medical | 
Socie ty Rays. 


WILL BE IN 
CARLSBAD, NEW MEXICO 
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other doctors. 


“Don’t criticize 
those who practice in 
the other healing arts. 


“Don’t destroy rec- 


“Don’t destroy X- 


“Don’t fail to count 
sponges and instru- 
ments during oper- 
ations. 


“Don’t keep pa- 
tients waiting.” 


Alva Simpson, director 

of the State Welfare Department in New 
Mexico; Dr. E. L. Cataline, dean of the Col- 
lege of Pharmacy at the University of New 
Mexico; Mr. F. O. McVey of Clovis, president 
of the New Mexico Hospital Association; Mr. 
Joe Henry, Albuquerque, secretary-treasurer 
of the New Mexico Pharmaceutical Associa- 
tion; Dr. John K. Phelan and Dr. J. S. Eilar, 
both of Albuquerque, vice-president and 
secretary-treasurer, respectively of the New 
Mexico Dental Association; and Mrs. Carol 
Brown, Albuquerque, Miss Nancy Cummings, 
Santa Fe, and Mrs. Mary Jane Carter, Albu- 
querque, who, respectively, are secretary, 
treasurer, and executive secretary of the 
New Mexico Nurses Association. 


COMMITTEE MEMBERS 


_ Members of the New Mexico public rela- 
tions committee are Drs. R. C. Derbyshire of 


OTHER SPEAKERS 


Other speakers at the afternoon session 
were Dr. L. G. Rice, Jr., Albuquerque, chair- 
man of the state society’s procurement and 
assignment committee; Mr. Tim Keleher, 
Albuquerque, attorney for the United States 
Fidelity and Guaranty Co., “Causes of Medi- 
cal Liability Suits”; Dr. J. W. Hannett, Albu- 
querque, past president of the New Mexico 
Medical Society and member of the State 
Board of Health, “Licensing of New Mexico 
Hospitals”; Mr. Ralph Marshall, “How Your 
Dues are Spent”; Dr. John F. Conway, Clovis, 
“AMA’s Viewpoints on Medical Care for Vet- 
erans”; Dr. Lewis M. Overton, Albuquerque, 
“National Doctors’ Committee for Improved 
Federal Medical Services’; and Dr. C. M. 
Thompson, Albuquerque, ““New Mexico Chap- 
ter of National Doctors’ Committee’. 

(Continued on Next Page) 
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OVERCHARGING CITED AS BEST PROPAGANDA 
FOR SOCIALIZED MEDICINE PROPONENTS 


The following letter has been mailed to 
all members of the El Paso County Medical 
Society. This is a matter of such major 
importance that the letter is being reprinted 
here in its entirety for the mature consid- 
eration of all members of the Southwestern 
Medical Association. 

All will agree, we feel sure, that the prac- 
tice of overcharging, while limited to a few 
physicians, nevertheless does more damage 
to the standing of all physicians than any 
other single form of abuse of the ethics of 
the profession. 

A patient, enraged at receiving what he 
conceives to be an outrageous bill, promptly 
becomes an active supporter of socialized 
medicine. Most communities have seen this 
very thing occur. If the physicians of the 
United States are to defend their freedom, 
this is a problem which must be faced and 
dealt with. 

If any of our readers have any suggestions 
on how to handle this problem, we will gladly 
print their letters. 

THE EDITORS 


February 1, 1952 
Dear Doctor: 

We continue to receive complaints from pa- 
tients who feel that they have been the victims 
of serious overcharge by some members of the 
El Paso County Medical Society. In some cases, 
if the charges are true, we think that there 
may have been serious overcharge. 

Let us remind ourselves that first of all we 
are, or should be, physicians, whose first duty 
and obligation is to help our patients. Finan- 
cial remuneration should be a secondary con- 
sideration. 

It is easy to avoid unpleasant and embarras- 
sing criticism by having an understanding with 
patients before any procedure is embarked 
upon, particularly if it is to be a long or ex- 
pensive one. 

If a quoted fee seems too high to a patient 
it is nearly always possible to arrive at satis- 
factory middle ground when the situation is 
discussed openly and honestly with him. Put 
yourself in your patient’s circumstances before 
concluding that he can pay a high fee, even 
one you consider reasonable. 

Ill will generated over differences with pa- 
tients about fees is the worst public relations 
physicians can have. It is at the same time the 
best propaganda those who are urging social- 
ization upon us can procure. 


As you must know, ill will created by a 
single doctor reflects upon all of us, individu- 
ally and collectively. Every member of this 
society shares any such criticism. 

Although the AMA has done and is doing 
a good job, together with the Texas Medical 
Association and county medical societies, to 
arouse feeling against socialization of medicine 
and all other free enterprise, this effort cannot 
be neglected now in this election year, which 
may be your last chance to protest against a 
socialized government. It is more important 
now than ever before that we do not undermine 
any part of this good work. Ill will created by 
a small number of physicians who persist in 
charging more for their services than patients 
can afford to pay aids the socialization pro- 
gram immeasurably. 

Your public relations committee and your 
grievance committee are doing all they can to 
prevent hurtful criticism of us. But we strong- 
ly feel that each of us must be careful not to 
act in a manner that invites such criticism. We 
have the welfare of all of us in mind in calling 
this very important subject to your attention 
at this time. 


Sincerely, 
D. VON BRIESEN, M. D. 


Chairman, Public Relations 
Committee 


(Continued from Previous Page) 
The conference began at noon with a 
luncheon in the Alvarado Hotel, where all of 
the meetings were held. 


PRESIDENTS LISTED 


Officers of the New Mexico Medical So- 
ciety are Dr. Evans, president; Dr. Coy S. 
Stone, Hobbs, president-elect ; Dr. A. S. Lath- 
rop, Santa Fe, vice-president; and Dr. Rice, 
secretary-treasurer. Presidents of county so- 
cieties are Dr. H. J. Beck, Bernalillo County; 
Dr. Allen C. Service, Chaves County; Dr. 
H. O. Lehman, Curry-Roosevelt County; Dr. 
L. L. Daviet, Dona Ana County; Dr. C. 
Pardue Bunch, Eddy County; Dr. Charles 
Margulies, Grant County; Dr. Charles E. 
Niehuss, Lea County; Dr. Malcolm M. Cook, 
Las Alamos County; Dr. Paul A. Feil, Luna 
County; Dr. C. W. Keney, McKinley County; 
Dr. Wallace C. Beil, San Miguel County; 
Dr. Samuel R. Ziegler, Santa Fe County; 
Dr. Thomas B. Williams, Sierra County; and 
Dr. Ashley Pond, Taos County. 
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‘Pe Rebus Medicis Ct Politics 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 


As man and boy the writer has been in- 
tensely interested in and closely associated 
with college athletics and college athletes.* 
The national reaction to the recent basketball 
and football scandals — particularly the re- 
action of people who should know better — 
has, therefore, been upsetting to me. The 
almost hysterical actions of some college 
presidents and intercollegiate athletic asso- 
ciations as the result of these isolated inci- 
dents has been unnecessarily drastic. For 
instance, why abolish Bowl Games when 
nothing scandalous has ever been associated 
with these post-season classics which provide 
incentive and reward to players and enter- 
tainment for thousands of people? 

The charge that over-emphasis of college 
athletics is the cause of all the trouble is com- 
pletely unsound. For every crooked athlete 
or coach there are thousands of boys and 
coaches who are “leveling” all of the time. 
Should we de-emphasize banking because 
among thousands of bank employers there is 
evidence of an increasing incidence of embez- 
zling — by the crooked few? Do we decide 
to abolish government because some govern- 
mental employees cannot resist temptation? 


ROLLING SNOWBALL 


Over-emphasis, if it may be so called, did 
not begin within the past decade — it has 
been a rolling snowball gathering size for a 
long, long time. As a matter of fact, the con- 
trol of athletic scholarships by the various 
athletic conferences is a great improvement 
over the former catch-as-catch can method 
of proselyting athletes. In my day, the early 
twenties, there could have been “scandals” 
galore because many college athletes were 
paid direct and high salaries for doing little 
more than putting on an athletic uniform and 
performing their act. This was during the 
golden era of sport, the days of Bobby Jones, 


*Editor’s note: The writer was a letterman at the University 
of Texas. For years he has been a physician for the athletic 
teams at Texas Western College. For 17 years he has been a 
member of the Team Selection Committee for the Sun Bowl 
Game — the first ten years as chairman. 


NEITHER MEDICAL NOR POLITICAL 


Babe Ruth, the Four Horsemen, Willie Hoppe, 
Jack Dempsey, the Yankees of 1927, et al. 
This great decade of sports immediately fol- 
lowed the Black Sox scandal of 1919, which 
was then expected to cause the death of 
professional baseball if not all professional 
sports! 

Many reformers decry the commercialism 
of college sports as evidenced by huge stadia 
and high salaries to coaching staffs and the 
million dollar annual incomes to colleges from 
athletic contests. One must remember that 
the stadia are there because of the popularity 
of football; that coaching is a highly special- 
ized profession which rewards those of ability 
as in any other enterprise; and that the gate 
receipts sustain the entire physical education 
and intramural athletic programs in most 
colleges. What is wrong with that? 


NO WHITE-WASH 


This is not an attempt to white-wash the 
college athletic picture for there are things 
about it that are not lily-white. Unfortunate- 
ly, the win-at-any-price era for the benefit of 
the alumni or the local boosters is too slowly 
passing from the scene. The “fire the losing 
coach brigade” is still in existence in too 
many places. Alumni under the table “schol- 
arships” may still exist. But these things are 
not caused by the boys who go through the 
drudgery of training for the pleasure of the 
game. They resent being classed as a body 
with the small group of stupid goons who 
sold them out. They consider a bonafide 
athletic scholarship just as honorable as a 
scholarship in chemistry, and they are right. 

Many things may change in America, but 
the desire for competitive athletics by the 
competitors and the spectators is not likely 
to change over-night despite the action of the 
panty-waist college presidents who find it 
necessary to condemn athletics per se and 
return it to the sand-lots. When you can 
prove to me that a football game has been 
“thrown”, I will be ready to sit up at the 
“wake” over the corpse of college athletics. 
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APHORISMS 
NEUROLOGICAL TRUTHS AND CONCEPTS 
By Andrew M. Babey, M. D., Las Cruces, N. M. 


1. “—You must be dead sure before you 
speak. Give no kind of diagnosis before you 
are sure, for once you have spoken you can- 
not go back. There must be no subsequent 
examinations after the diagnosis (of neuro- 
sis) has been given, for no one believes in 
a vacillator. To go back and re-examine after 
the diagnosis will only make the patient think 
that you are not sure. He will not be re- 
assured, only unsettled. He may often tempt 
you to re-examine, but do not yield. A man 
slow to make up his mind because he leaves 
no stone unturned is admired by patients, but 
a man who speaks because he is in a hurry 
to show how clever he is, and then changes 
his mind, will get nowhere with them.”—T. A. 
Ross, Edinburgh Med. J., May 1939, p. 318. 

2. “—There is no question that alcohol 
alone can produce convulsions which are just 
like epileptic or uremic or paretic convul- 
sions.” — Richard Cabot, Case Records of 
M. G. H., March 27, 1923, #9132. 

3. “Neuritis is one of the blinds behind 
which we try to hide our ignorance. In 
ninety-nine cases out of a hundred it is 
wrong.” — Richard Cabot, Case Records of 
M. G. H., May 1923, # 9182. 

4. “The ‘blue line’ of lead poisoning is not 
blue but black and not a line but dots of lead 
in the gums.” — Richard Cabot, Case Records 
of M.G. H., July 3, 1923, #9271. 

5. “That old sign of picking at the bed 
clothes, what is called carphologia, used to 
be taught in textbooks as a sign of typhoid 
fever. I do not think we should say so now. 
It is a sign of chronic fevers with delirium 
in children or adults, but not particularly in- 
dicative of typhoid.’”” — Richard Cabot,Case 
Records of M. G. H., #9022. 

6. “Hemiplegia is a very common compli- 
cation of mitral stenosis, and in a younger 
person where it often occurs, it carries the 
best prognosis of any variety of hemiplegia 
that we know.” — Richard Cabot, Case Rec- 
ords of M. G. H., Jan. 10, 1922. 


Epitor’s Note:—SOUTHWESTERN MEDICINE is printing 
Dr. Babey’s series of apharisms through the permission of The 
Medical Times and The Brodoklyn Hospital Journal. These apho- 
risms represent the most striking findings and the wisdom of a 
galaxy of experienced clinicians. We feel that these aphorisms 
represent not only an important and swift review for the practi- 
tioner but also a possible outline for post-graduate study. First 
of the series was Cardiovascular published in the issue of 
December, 1951, which was followed with Chest in January and 
Genito-Urinary in February. Nervous is presented here. Gastro- 
Intestinal Tract, Blood, Thyroid, and Miscellanleous will follow. 


A. Hemiplegia asso- 
ciated with mitral 
stenosis. 


B. Diagrammatic 
representation of mi- 
tral stenosis. 


7. “Meningitis patients are often hyper- 
esthetic all over.” — Richard Cabot. : 

8. “I have never seen an anterior bowing 
due to syphilis where the cortex was thin. 
There is generally marked thickening.” — 
Richard Cabot, Case Records of M. G. H., 
April 24, 1923, #9173. 

9. “Any patient with Tertian or Quartan 
fever with skin eruptions and joint pains 
should be suspected of chronic meningococ- 
cemia.” — C. Keefer, Ward Rounds, 1940. 

10. “It is rare for signs of rib pressure 
(from cervical rib) to begin after the age 
of 30.” — W. Harris, Neuritis & Neuralgia, 
Oxford Univ. Press, 1926, p. 82. 

11. “Pain in genuine sciatica never comes 
round to the front of the thigh and groin, 
and when such pain is complained of it is 
usually due to some form of arthritis of the 
hip-joint or to anterior crural nerve disease.” 
— W. Harris, op. cit., p. 122. 

12. “So uncommon is it for bilateral neu- 
ralgic pains in the lower extremities to be 
due to genuine sciatica that one should al- 
ways look carefully first for any signs of 
polyneuritis, bone disease, pelvic tumor or 
central spinal disease such as tabes or spinal 
growth.” — W. Harris, op. cit., p. 122. 
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13. “The loss of an Achilles jerk is a 
useful proof of a neuritis of the sciatica nerve 
and may be a valuable point in differentiat- 
ing this pain from other neuralgias of the 
limb such as arthritis of the hip-joint or ante- 
rior crural neuritis.” — W. Harris, op. cit., 
p. 127. 


14. “One of the commonest types of psy- 
chalgia affecting the head is the well-known 
vertical pressure pain, like a weight pressing 
down on the top of the head. This pressure 
pain is usually worse in the morning, and is 
characteristic of neurasthenic depression.” — 
W. Harris, op. cit., p. 139. 


15. “Dental neuralgia is never reflected 
across the middle line, a fact which appears 
to be insufficiently appreciated by practition- 
ers.” — W. Harris, op. cit., p. 140. 


16. “Pain referred to the ear and com- 
mencing in the ear and spreading forwards 
along the side of the cheek and into the lower 
jaw and neck, even sometimes to the shoulder 
and down the arm to the fingers, is highly 
suggestive of a lower molar tooth as the 
cause.” — W. Harris, op. cit., p. 171. 


17. “Local tenderness on pressure or per- 
cussion of the spine is often a very prominent 
symptom in neurasthenia, known as neuras- 
thenic spine; but in this case mobility of the 
spinal column is always normal.”—W. Harris, 


Neuritis & Neuralgia, Oxford Press, 1926, 


p. 388. 


18.“It has been shown from statistical 
studies that the highest studies of cures (of 
syphilis) occur in cases in which a ‘secondary 
eruption’ has been present.” — Paul O’Leary, 
Proc. Interst. Post Grad. Assoc. N. Amer., 
1941, p. 3. 


19. “Examination of the cerebrospinal 
fluid will disclose involvement of the central 


Secondary eruption of syphilis 
(maculopapular type). 
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nervous system in approximately 30 per cent 
of the cases in which syphilis has been pres- 
ent for one year, in 20 per cent of the cases 
in which it has been present for 2 years, and 
in about 16-17 per cent of the cases in which 
it has been present for 3 years, and in about 
12 per cent of cases in which it has been pres- 
oe 5 years.” — Paul O’Leary, loc. cit., 
p. 6. 


Duration of syphilis in years 


Percentage of involvement by years 
of the central nervous system in 
syphilis. 


20. “It is known that practically all of the 
malignant manifestations of syphilis become 
evident before the eighteenth year of the dis- 
ease.”” — Paul O’Leary, loc. cit., p. 6. 


21. “In the presence of a normal or ele- 
vated blood sugar the spinal fluid sugar is 
low only in acute purulent meningitis, tuber- 
culous meningitis, or rarely acute syphilitic 
meningitis.”—Frank Fremont Smith, Boston 
Med. Surg. J. 1925—Vol. 193:P.643. 


22. “Human beings should gaily acknowl- 
edge their shortcomings. They should be 
taught neither to overcompensate for them 
nor to brush them out of consciousness .. . 
The ideal of general efficiency and of striv- 
ing to be blameless is a wrong one .. . There 
is no reason to believe that there is only one 
fundamental problem lying at the base of 
neuroses . . . Modern men suffer from the 
idea that they should be perfect . . . Parents 
have to pay dearly for every perfectionistic 
ideal they put into their children’s minds.” — 
Vernon P. Williams, M.D., New England 
Jour. of Medicine, Mar. 14, 1940. 


% 
30 
10 
er- 
ng 
in. 
che % Ss 
NWS 
be 
al- 
of 
or 


SOUTHWESTERN MEDICINE 


TREATMENT OF ENDOMETRIAL CANCER 


MARCH, 1952 


By Herbert E. Schmitz, Sc. D., M. D., F. A.C.S. and Charles J. Smith, M. D., F. A.C.S. 
Department of Obstetrics and Gynecology, 


Cancer of the endometrium comprises 
some 15 per cent of genital cancer in women. 
It is a disease which, through recent inten- 
sive study, is emerging with a definite pat- 
tern and clinical picture and thereby offering 
bright promise in improving the discouraging 
prognosis which so long has plagued its vic- 
tims and the medical profession. It is a dis- 
ease of paradox, a malady that lends itself 
well to eradication by intelligent therapy, but 
by its insidious character withholds acknowl- 
edgement of its presence until such therapy 
avails but little. It is a disease whose symp- 
tomatology is often dramatic and pregnant 
with foreboding, but because of concurrent 
functional disturbance is so often confused 
with benign conditions that its warnings are 
unheeded by patient and physician alike. The 
successful treatment of fundal cancer is not 
lightly influenced by proper diagnosis.. 


PROGRESSIVE CONDITION 


As in all malignancy, it is a progressive 
condition and when detected early, responds 
well to intensive treatment. Prominent in the 
background of this disease is the feature of 
hormonal imbalance, which contributes sev- 
eral facets of the final picture of malignancy. 
Emerging from the welter of clinical minutiae 
is the concept of the cancer-prone patient. 
We see an entirely feminine person, with 
clear, translucent skin, over average weight, 
of middle age, who may be still menstruating 
and preoccupied with problems of her only 
child or the manifold interests of the nul- 
liparous woman. 

Her initial physician contact may be for 
the relief of excessive menstruation which 
she, and her friends, and too often, her physi- 
cian, ascribe to change of life. Crossen,’ 
Meigs,? Randall,? Sheehan‘ and others have 
reported an incidence of as high as 60 per 
cent among endometrial cancer patients 
whose history reveals a menopause beginning 
after the age of fifty. 


SIGNIFICANCE 


The significance of this important feature 
is emphasized when we learn that only 16 per 
cent of women unaffected by fundal cancer 


Stritch School of Medicine, Loyola University, Chicago 


have a delayed menopause and that further, 
only 13 per cent of climacteric women have 
a so-called “bloody menopause.” Corscaden® 
demonstrates a higher incidence in the nul- 
lipara and Moss‘ has elicited a frequency of 
lateral build, hypertension and diabetes 
among his cases. Palmer’s’? incidence of 
diabetics is stated as 16.9 per cent while 
Scheffey® shows a rate of 11 per cent in his 
study. Consistently, in the background, is 
the story of erratic, excessive or abnormal 
menstrual habit so that where the final action 
of malignant onset takes place, the setting is 
already so familiar that this critical period 
may go unremarked. 


CASES GROUPED 


The pathogenesis of the disease is such 
that we may, as in other types of genital 
cancer, group our cases as to clinical extent. 
The Schmitz? classification considers Clinical 
Group I to be a small, circumscribed lesion 
confined to the endometrium. Pelvic findings 
here would elicit no abnormality. Group II 
lesions have broken through the basal endo- 
metrium but progression is minimal. Bi- 
manual examination in this instance might 
reveal a minor abberation of uterine contour. 
In Clinical Group III, the disease has invaded 
the entire wall to the serosa and the uterus 
is enlarged and deformed but still movable 
with limitation. In Group IV lesions, the 
tumor has spread to adjacent structures, 
frozen the pelvis and the uterus is a fixed 
tumor mass. 

The treatment of fundal carcinoma has 
been a subject of frustrated effort for many 
years. The adherents of radiation therapy, 
despite the radiosensitivity of the tumors, 
have been plagued by failures, while the ad- 
vocates of surgical attack have felt insecure 
in the presence of lesions of any extent. If 
we were to consider for a moment, the patho- 
logical features of the disease and the effect 
of the methods of treatment, we might clarify, 
to some extent, the needs for a well-planned 
method of therapy that would account for 
all aspects of the problem. Primarily, the 
metastatic growth of the endometrial cancer 
is relatively slow. 
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INITIAL INVASION 


Its initial invasion beyond the uterus in- 
volves the contiguous structures of the pelvis 
and for the main, occupies a position superior 
and superficial to that produced by cervical 
cancer. Proliferative in character, the growth 
is somewhat more radiosensitive than epider- 
moid lesions, and by the same token less 
invasive. Herein, lies at least a partial ex- 
planation of some of the failures in technique. 
A bulky tumor mass is difficult to treat by 
the application of point source radium be- 
cause of the factor of distance, but the cancer 
which is not checked by radiation pre-oper- 
atively is a potential grass-fire in surgically 
opened lymphatics or the pelvis contaminated 
by spillage at the time of surgery. The essen- 
tial problem therefore is to overcome the defi- 
ciency in radiation technique by more homo- 
geneous application of the physical agent. 


TWO METHODS 


This might be accomplished in two ways: 
spatial distribution of radium and the subse- 
quent surgical removal of viable tumor cells 
temporarily held in abeyance by inadequate 
radiation effect. The ordinary radium cap- 
sule can not, by virtue of inherent limitations, 
equally effect the entire extent of a normal 
uterine fundus, let alone an organ which may 
be trebled in size because of tumor. The 


difference in tissue dosage at a distance of 


as little as 1.25 cm. may be as much as 75 
per cent. In other words, a simple straight 
capsule lodged in one corner of the uterus 
may be producing little or no effect in the 
opposite horn. The use of radium tandem or 
the multiple capsule cavitary pack offers 
some greater dispersion but these methods 
are not consistently homogeneous in effect. 
Schmitz’ in 1930 developed a Y-shaped ap- 
plicator which is adjustable to the uterine 
cavity and has demonstrated by isodose curves 
that the periphery of the uterus is surrounded 
by a combined intensity which is equal from 
one extent to another. 


ADDITIONAL RADIATION 


The additional radiation for tumor sterili- 


zation may then be supplied by deep x-ray ir- - 


radiation. Schmitz and Sheehan"! have dem- 
onstrated the effectiveness of such procedure 
in their study of surgically removed irradi- 
ated uteri. In 11 cases of fundal carcinoma 
so treated, only one case showed microscopic 
evidence of active tumor cells. Upon these 
concepts has evolved the method of treatment 
now employed in our clinic. 
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TABLE I 
ENDOMETRIAL CARCINOMA (133-45) 
Surg. Combined Grp. 
Group Result Radiation Only Pre-op/Post-op. Salvage 
I. Alive 5 yrs. : 6 
Dead 4 : 0 
Per Cent Survival 100 85.7 
. Alive 5 yrs. $ 5 
Dead : 3 
Per Cent Survival 62.5 70.9 
. Alive 5 yrs. : § 
Dead : 3 
Per Cent Survival : 625 545 


. Alive 5 yrs. 4 
36.3 14.0 


Dead 
Per Cent Survival 


During the period of development of this 
method, the opportunity for the study of 133 
cases of fundal cancer was presented. These 
included all groups as well as 80 primary 
cases or those treated solely in our clinic, and 
53 secondary cases which had received some 
treatment elsewhere. Detailed analyses of 
the histories of these patients demonstrated 
many of the clinical features already de- 
scribed. The results of the treatment were 
grouped as to those treated by irradiation 
alone, surgery alone, or by combined method. 
Generally the results for radiation were 30.0 
per cent successful 5-year results in 70 cases. 
In 6 cases treated by surgery alone there was 
an 83.3 per cent 5-year result. In the com- 
bined treatment the total number of patients 
treated was 58, the total 5-year survival rate 
was 65.1 per cent. Dividing this last group 
into preoperative irradiation and postoper- 
ative irradiation results in vastly different 
figures. Preoperative irradiation results in 
83.3 per cent 5-year good results and post- 
operative irradiation results in 52.9 per cent 
success. 


ANALYSIS 


Analyses of these results show that radi- 
ation alone has poorer results because it is 
used most frequently only for palliation. In 
the cases treated by surgery alone the end 
results were generally better because the 
cases were chosen as early Group I lesions. 
In the combined treatment postoperative ir- 
radiation was used to palliate many cases 
treated surgically elsewhere. So the results 
would not. be expected to be as good as when 
it is used as a primary form of treatment 
combined with surgery. 

Breaking the results of radiation therapy 
down by groups we find in the patients 
treated by radiation alone Group I lesions 
responded with good 5-year results in 60 per 
cent of the cases. Group II in 66 per cent, 
Group III with 50 per cent successful results 
in 5 years and the Group IV lesions resulted 
in only 2.7 per cent 5-year good end results. 
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In this last group only one of 36 patients 
survived 5 years. Irradiation consisted of 
varying amounts of radium treatment, deep 
x-ray therapy or a combination of both. 


CASE RESULTS 


The results of the cases treated by surgery 
alone, as we said, were 83.3 per cent success- 
ful. All of the patients thus treated have 
lived 5 years or more except one case in 
which there was a mistaken diagnosis. The 
pathology was thought to be a primary ovari- 
an tumor and was found at surgery that it 
was a Group IV fundal carcinoma. Of the 
remainder, one was a known early lesion, 
another a Group I lesion and three were 
adenoma malignans. 

The results of treatment with irradiation 
associated with surgery are variable as pre- 
viously stated. With postoperative irradia- 
tion poorer results were obtained because 
many cases were treated secondarily. In the 
Group I lesions there were 100 per cent 5- 
year good results. In Group II the good re- 
sults were found in 62.5 per cent. Group III 
lesions responded with 50 per cent 5-year 
good end results. There were only 36.3 per 
cent good end results in the Group IV lesions. 


PERCENTAGES LISTED 


In the cases treated by surgery and pre- 
operative irradiation the per cent of survival 
was 100 per cent for Group I, 80.0 per cent 
for Group II, 75 per cent for Group III, 
and 100 per cent for Group IV. 

With all forms of treatment the group 
salvage was 85.7 per cent for Group I, 70.9 
per cent for Group II, Group III, had 54.5 
per cent and Group IV had 14.0 per cent. 
The consistently high salvage in the pre- 
operative irradiation group has led us to 
establish this method as routine procedure 
in all primary cases. Our technique is out- 
lined as follows: 


INITIAL APPLICATION 


Upon the establishment of diagnosis, the 
patient receives an initial application of 2000 
mgm. hours of radium by means of the Y- 
capsule. This usually is accomplished over 
a week end. During the succeeding week, the 
patient receives a daily x-ray treatment with 
1000 KV x-ray. The radium application is 
repeated on the second week end and the 
patient returned for another week of x-ray. 
A third week end of radium follows and two 
subsequent weeks of x-ray so that at the end 
of a month, the patient has received 3 radium 
insertions and 20 x-ray treatments to give 
a total of 6000 mgm. hours of radium and 
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5000-6000 R° measured in air of 1000 KV 
x-ray. At the termination of the radiation 
effect, which is 6 to 8 weeks after the last 
x-ray treatment, the patient is subjected to 
total hysterectomy and bilateral salpingo- 
oophorectomy. 

Our conviction in this method of treat- 
ment is shared by others. Corscaden,’ in a 
review of the literature in 1944, concluded 
that approximately 50 per cent of cases are 
curable by radiation alone, 60 per cent by 
pan-hysterectomy, and 70 per cent by the 
combined method. The universal success in 
the Group I cases is a plea for early diag- 
nosis, but the ultimate success, no matter 
what the stage, depends upon an intelligent 
and thorough method of treatment which 
considers all aspects of the disease. 


REFERENCES 


. Crossen, R. J. and Hobbs, J. E.: J. Missouri State Med. 
Assoc., 361, 1935. 

. Meigs, J. V.: Tr. and Stud. Coll. Phys., 13: 73, 1945. 

. Randall, C. L.: J. A. M. A. 127, 20, 1945. 

. Sheehan, E. B. and Tucker, A. W.: J. So. Car. M. Assoc., 
45: 239, 1949. 

. Corscaden, A. J. and Gusberg, S. B.: Am. J. Ob. and Gyn., 
53: 419, 1947. 

. Moss, W. T.: Am. J. Roent. and Rad. Th., 58: 203, 1947. 

. Palmer, J. P., Reinhard, M. C., Sadugor, N. D. and Goltz, 
H. L.: Am. J. Ob. and Gyn., 58: 457, 1949. 

. Scheffey, L. C., Thudium, W. J., and Farell, D. M.: Am. J. 
Ob. and Gyn., 46: 786, 1943. 

. Schmitz, H.: Am. J. Roentgenol, 7: 383, 1920. 

. Schmitz, H., and Schmitz, H. E.: Am. J. Roentgenol, 34: 
749, 1935. 

. Schmitz, H. E., Sheehan, J. F., and Towne, J. E.: Am. J. 
Ob. and Gyn. 45: 377, 1943. 

. Corscaden, J. A.: J. A. M. A., 126: 1134, 1944. 


Chrorophyll Dentrifice 


Chlorophyll, which for years has been 
used in treatment of cuts, burns, ulcers and 
malodorous wounds, has been incorporated 
into a new green dentifrice recently intro- 


- duced to the Southwest. 


Chlorodent, the new chlorophyll-base 
toothpaste, manufactured by the Pepsodent 
Division of Lever Brother’s Company, is said 
by the makers to provide complete mouth 
hygene when used to brush the teeth. 

Reporting on the treatment of 300 dental 
patients in the American Journal of Surgery, 
Dr. S. L. Goldberg wrote, “In pyorrhea the 
use of chlorophyll has resulted in the tighten- 
ing of the teeth, the cessation of bleeding 
from the gums, and has grown new tissue. 
In Vincent’s stomatitis (trench mouth) 
chlorophyll has regularly brought about com- 
plete recovery, and much more promptly than 
with other agents.” 


- — 


The 
President 5 Column 


By Dr. James S. Walsh, Douglas, Arizona 
President, Southwestern Medical Association 


In recent years the medical profession 
has become conscious of the importance of 
public relations and has taken necessary ac- 
tion to improve its position in the public’s 
eyes. For the past two years the American 
Medical Association has seen fit to levy dues 
on all members, largely to provide funds to 
support a program intended to improve public 
relations. Many state and county medical so- 
cieties have had such programs for a longer 
time and have employed expert consultants 
to aid them. The decision of the medical pro- 
fession to adopt these aggressive measures 
was largely in defense against an organized 
smear propaganda campaign carried on by 
a small minority of men inside and out of 
the profession, designed to discredit the pri- 
vate practice of medicine. 

A number of these men have been on 
federal pay rolls, in positions of responsibility 
and with access to governmental funds and 
channels to finance and distribute their pro- 
paganda. In the face of such opposition to 
the free practice of medicine, the counter 
measures taken by the profession have cer- 
tainly been justified. 


NOT ENOUGH 


These measures alone however, will not 
be enough, because good public relations can- 
not be acquired for us without our untiring 
individual efforts. We must not relax behind 
our “Maginot Line” of organized medicine’s 
defense in our behalf. Every doctor’s con- 
tact with each of his patients still constitutes 
the foundation of the general public’s opinion 
of our profession. 

A few generations ago “The Doctor” en- 
joyed a more enviable position in our Ameri- 
can society than he does today. Despite his 
meager medical knowledge, without wonder 
drugs and never having heard of pshycoso- 
matic medicine, he was regarded with an 
almost saintly esteem. No small part of this 
high regard was acquired by an intangible 
something that has become known as “bed- 
side manner”. We have come to look on the 
old doctors bedside manner with amused tol- 
erance and to think of it largely as a bluff to 
compensate for his lack of scientific informa- 
tion, but this is not entirely true. He assumed 
a sympathetic understanding of all of his 
patient’s problems, economic and social as 


well as medical, that is often lacking in our 
patient-doctor relationship today. 


ATTRACTIVE STOCK 


Certainly our current generation of doc- 
tors have a far more attractive stock of medi- 
cal goods to offer the public; but let’s not 
forget that no matter how scientifically and 
accurately we may diagnose and treat our 
patients, a hurried, aloof, impersonal attitude 
may alienate their regard for us. I am sure 
that if as individuals we can re-capture the 
old Doctors’ atmosphere of confidence and 
warm interest, organized medicine’s problem 
of public relations will be much easier to 
solve. 

** & 


Don’t forget the annual meeting of the 
Southwestern Medical Association for 1952 will 
be held in Albuquerque. The dates, October 
30th, 31st, and Nov. ist, have been selected. 
Mark these dates on your calendar now and 
plan to be there. 


N. M. Arthritis Clinics 


The New Mexico Arthritis and Rheuma- 
tism Foundation has made plans to continue 
arthritis clinics in the State. 

A rheumatologist and an orthopedist will 
examine problem patients brought to the 
clinic by the family physician. At first no 
more than fifteen patients per clinic will 
be handled. 

In the evening following the clinic, there 
will be a roundtable discussion with ques- 
tions and answers regarding the care and 
treatment of the patients examined. 

Expense of holding the clinics will be 
borne by the New Mexico Chapter of the 
Arthritis & Rheumatism Foundation. 

If you are interested in having an arthri- 
tis clinic in your district, please write Dr. 
W. L. Minear, Carrie Tingley Hospital, Truth 
or Consequences. 


Public Relations Tip 


A friendly telephone call to your patient’s 
home to see how he or she is progressing is 
an excellent way to demonstrate women in- 
terest in your patient’s welfare. . 
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1. Cardiac Resuscitation. (Panel Discussion) 


Dr. Julian Johnson, 
University of Pennsylvania. 


The incidence of deaths from cardiac ar- 
rest when ether was the sole agent, years 
ago, was 1 in 10,000 cases. Today cardiac 
arrest is more common. Some consider the 
newer anaesthetics as the causative factor in 
the increase while others believe it is due to 
the greater number of intra-thoracic oper- 
ations being performed. 

Dr. Johnson does not believe it is neces- 
sary to open the pericardium for if one mas- 
sages and gives oxygen, the heart will return 
to normal rhythm if in asystoli, and if it 
does not, one must consider that ventricular 
fibrillation is present and treat accordingly. 

The head should be lowered during cardiac 
arrest and the blood volume should be main- 
tained by intravenous fluids. 


Dr. Frederick P. Haugen, 
University of Oregon. 


He was of the opinion that with the de- 
cline in the use of ether as an anaesthetic 
agent and the more common use of other 
anaesthetic agents, that cardiac arrest is 
more common. He felt that we should use 
these newer anaesthetic agents, but that they 
should be administered by competent anaes- 
thesiologists who can recognize the signs of 
toxemia and anoxia before cardiac arrest 
occurs. 

- Few cases of cardiac arrest occur without 
hypoxia or anoxia of the myocardium. 

He listed the following factors as con- 
tributory toward the occurrence of cardiac 
arrest: 

1. Patients with advanced pulmonary dis- 
ease in which the lung alveoli are involved 
in a pathological process result in deficient 
exchange of oxygen. 

2. Conditions which cause low haemoglo- 
bin, low blood pressure, and inefficient cir- 
culation to the myocardium. 

3. Harmful reflexes which for a better 
term we call vago-vagal reflex. 


*This report is published here by permission of Colonel Walter 
C. Royals, M. C., Commanding Officer, William Beaumont Army 
Hospital, El Paso, Texas. The report is presented in the form 
of notes taken and edited by COLONEL NORMAN W. ANDER- 
SON, M.C., representative from William Beaumont Army Hospi- 
tal, who represented WBAH at the Conference. 
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4. Position of the patient such as the 
Trendelenburgh and Lithotomy positions 
which are harmful. 

The response to treatment is proportional 
to the amount of anoxia that the heart en- 
dures prior to institution of treatment. 

The time allowed for successful treatment 
is three to four minutes. Such procedures as 
retinoscopy, auscultation, observance of capil- 
lary refill have no value, as time is of the 
essence. 

Whenever an anaesthetist is unable to 
obtain the pulse or the blood pressure, the 
surgeon should be immediately notified and 
without preliminary sterilization or prepara- 
tion the surgeon should open the chest in the 
4th or 5th interspace between the ribs, insert 
his hand, start vigorous massage, and then 
cut the cartilage to enlarge the chest open- 
ing. Opening of the chest can be considered 
a diagnostic procedure and should not take 
more than ten seconds from the time the 
surgeon is notified. Empyema rarely occurs 
and if it should occur, it is better to have a 
live patient with empyema than a dead one 
without empyema. 

Mouth-to-mouth breathing can be per- 
formed while an anaesthetic machine is being 
obtained. Most cases, of the twenty cases the 
author has seen, have occured during anaes- 
thetic induction or in the immediate post- 
operative period. Of the twenty cases, in two 
the heart did not start after massage, in ten 
the heart started, but the patient died, while 
in eight the procedure was successful. 


Dr. Frederick R. Mautz, Western Reserve 
University School of Medicine. 


The physiological status of the myocar- 
dium is important. An increased irritation 
leads to fibrillation while a decreased myo- 
cardial irritability leads to asystoli. 

Factors of importance are: (1) oxygen, 
(2) Phand carbon dioxide tension, (3) neuro- 
humeral, and (4) physical e.g. blood pressure 
and myocardial temperature. 

The giving of oxygen makes the ventri- 
cular fibrillations vigorous. He believes that 
one should open the myocardium to observe 
the fibrillation. If asystoli is present, oxygen 
plus massage increases the myocardial irri- 
tability with restoration of normal rhythm. 
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He felt that there were no spontaneous 
recoveries from ventricular fibrillation which 
occur in the cat’s heart. 

Dr. Mautz listed the following drugs of 
value to reduce cardiac irritability: 

1. Quinidine. This drug is toxic, has er- 
ratic pharmacological action, and interferes 
with contractility. Therefore, it does not have 
too much to offer. 

2. Procaine. It has a powerful effect on 
the myocardium and reduces surface irrita- 
bility of the heart. It restores the heart to 
normal rhythm more easily when used with 
massage, than massage of the heart alone. 
It is given intravenously. Procaine reduces 
cardiac irritability more than contractility 
and therefore differs from quinidine in this 
respect. Dosage of procaine recommended 
was 10 mgms. per kilogram of body weight. 
If too much procaine is injected, a flabby 
heart results. 

If ventricular fibrillation is present and 
induced electric shock does not result in asys- 
toli, injection of procaine followed by shock 
therapy is usually successful. 

Calcium chloride has been found effective 
when epinephrine did not work. 

If pericardium is opened and left open, 
one has less interference with diastolic filling 
after the heart rhythm has been established. 


Dr. Alfred Blalock, 
John Hopkins School of Medicine. 


He advised that if during operation one 
notices poor heart action, tt was well to re- 
move retractors, inflate the lung, inject cal- 
cium chloride into the vena cava; if brady- 
cardia was present, the administration of 
atropine was advised. 

If cardiac standstill occurs: (1) open the 
chest, (2) open the myocardium, (3) carry 
out vigorous massage, (4) if heart does not 
respond, inject diluted 0.2 c.c. of 1:1000 
epinephrine or 10 per cent calcium chloride 
2 to 4c¢.c. These are placed in the left ventri- 
cle if readily available. 

If ventricular fibrillation: (1) massage 
the heart, (2) administer 110 volt electric 
shock, and (3) if heart is not contracted, ad- 
minister 0.2 to 0.3 c.c. of 1:1000 epinephrine 
and 5 to 10 c.c. of 1 per cent procaine if heart 
contracted. One does not need to defibrillate 
the heart immediately if vigorous massage 
and oxygen are being administered. 

Dr. Blalock does not recommend the use 
of any agent as preventive of cardiac arrest 
in intra-cardiac surgery. He feels that the 
best preventive is good oxygenation. 

He has had one patient who had no heart 
beat for fifteen minutes that recovered with- 
out sequelae. In this case calcium chloride 
started up normal rhythm. If it takes 45 
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minutes to one hour, the patient may become 
a’ vegetable. 

Procaine amide is a good drug to use for 
medical cases that have irritable hearts. If 
heart is in asystoli procaine is the wrong drug 
to use, but if the heart is very irritable pro- 
caine is the drug of choice. 

Dr. Blalock found that in dogs he could 
produce ten times as much blood volume flow 
by direct massage of the heart as he could 
by subdiaphragmatic cardiac massage. Dr. 
Blalock feels that it is difficult to massage 
subdiaphragmatically over a period of time 
as one may need both hands for effective 
massage. It is also difficult or impossible to 
apply an electrode in this manner. When you 
perform effective massage, the anaesthetist 
will feel a definite strong pulse during mas- 
sage therapy. 


2. Hemorrhage from the Gastro-Intestinal 
Tract (Panel Discussion) 


“Hemorrhage from Esophagus” 


Dr. William P. Longmiere, Jr., 
Univ. of California School of Medicine. 


Hemorrhage from the esophagus occurs 
in 32 per cent of cases in some series reported 
with a mortality of 60 to 70 per cent. 

Forty per cent of cirrhotic patients are 
dead within one month following a gastro- 
intestinal hemorrhage. 

In portal hypertension, 90 per cent are of 
the intra-hepatic type due to cirrhosis of the 
liver, while the remainder are of the extra- 
hepatic type and fit in with the clinical diag- 
nosis of Banti’s Disease or symptom, of aneu- 
rysm of the splenic artery, or cavernous 
hemangioma of the portal vein. 

The weakest link in portal hypertension is 
the esophagus which is protected by mucosa 
and no submucosa, and the veins easily dilate 
and are exposed to coarse food and regurgita- 
tion of hydrochloric acid, resulting in hemor- 
rhage. 

Banti’s disease occurs mostly in children 
or young adults, with enlargement of the 
spleen, and frequently leucopenia, thrombo- 
cytopenia, and anemia. 

Cirrhosis of the liver occurs in the same 
group as peptic ulcer, 40 to 60 years old, 
and males predominate. 

Ninety to ninety-five per cent of bleeding 
ulcers occur in males while 60 to 65 per cent 
of esophageal varices occur in males. 

Onset of painless bleeding is often the 
first sign of cirrhosis of the liver. The pa- 
tient is often a sufferer of chronic alcoholism. 
These patients often have a history of ano- 
rexia and vomiting, may have jaundice, 
ascites, and the total serum proteins and 
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albumen reduced as well as other hepatic 
function tests. 

Bleeding during the quiescent phase of 
chronic cirrhosis is more difficult to differ- 
entiate from ulcer but the absence of ulcer 
symptoms, absence of an enlarged hard liver, 
absence of a possible enlarged spleen, and 
absence of collateral circulation are helpful. 
A negative x-ray of esophageal varices does 
not rule out the fact that bleeding may be 
coming from esophageal varices. 

Treatment is divided into the emergency 
treatment and the treatment of the portal 
hypertension. 

The emergency treatment consists of: 
(1) blood volume replacement, (2) adequate 
sedation with barbiturates, (3) supportive 
hepatic treatment, (4) stoppage of all oral 
intake to prevent dislodgement of the blood 
clot, and (5) tamponade with a multiple 
lumen tube. 

The treatment of the portal hypertension 
consists of: (1) improvement of hepatic func- 
tion in terms of weeks or months, and (2) 
operative. 

Of the operative procedures two most 
accepted are the portal-caval shunt and 
esophago-gastrostomy. Ligation of the he- 
patic artery is not adequately evaluated at 
the present time. 

In Banti’s disease, splenectomy with spleno- 
renal anastomosis is the preferred procedure. 
Here one removes the spleen and therapy 
eliminates its effect on hypersplenism. In 
this disease the portal vein cannot frequently 
be used for anastomosis. 

In intrahepatic portal hypertension, portal- 
caval anastomosis was advised and side-to- 
side technique as it provides a larger opening 
and less chance of thrombosis. When the 
bleeding is not controlled by a shunt proce- 
dure an esophago-gastrostomy is indicated. 

Other causes of bleeding from the esopha- 
gus which usually do not produce massive 
hemorrhage are: (1) esophagitis unless ulcer 
has eroded pulmonary artery or aorta, (2) 
carcinoma-massive hemorrhage occurs in 
only about 3 per cent of cases, (3) perforated 
aneurysm, and (4) foreign bodies. 


“Hemorrhage from Stomach” 
Dr. Samuel F. Marshall, Lahey Clinic. 


Approximately 10 to 12 per cent of the 
population show evidence of peptic ulcer. 
Of those with peptic ulcer 10 per cent are 
admitted to the Lahey Clinic with massive 
hemorrhage. 

The level of bleeding e.g. esophagus, stom- 
ach, duodenum, affects the symptoms pro- 
duced and the mortality figures. Gastric 
ulcers bleed more frequently than duodenal 
ulcers, but the risk of the hemorrhage is not 
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as great. Fifty per cent of stomal ulcers will 
bleed, but they respond readily to conserva- 
tive treatment. 

Five males have massive hemorrhage from 
the stomach compared to one female. 

Fifty to ninety cubic centimeters of blood 
will cause a tarry stool and therefore we are 
unable to measure the blood loss from the 
stool content. 

History in cases of hemorrhage from the 
stomach is important to rule out blood dys- 
cracies and portal hypertension. 

Often the surgeon sees these cases late 
when the patient is suffering from anoxemia 
secondary to blood loss. The closest cooper- 
ation is necessary between the surgeon and 
the internist so that this state of affairs will 
not occur. 

The treatment should be conservative in 
the majority of instances, however treatment 
must be aggressive if the patient continues 
to bleed. Dr. Marshall is of the opinion that 
one cannot make a decision as regards oper- 
ative treatment necessarily within the first 
forty-eight hours. Finister’s series, prior to 
the day of antibiotics, showed a 5.1 per cent 
operative mortality within the first twenty- 
four hours as against a mortality of 26.9 per 
cent operated upon after that time. 

Dr. Marshall states that the indications 
for operation were as follows: 

1. If pulse 130 or rising, then operate a 

bleeding ulcer. 

2. If the blood pressure was 90 or lower, 

then operate a bleeding ulcer. 

3. If the blood volume was 60 per cent or 

lower, then operate a bleeding ulcer. 

He felt that the hemoglobin, hematocrit, 
and red cell count were of little value until 
the hemodilution occurred in forty-eight 
hours. One must remember that there can 
occur an acute blood deficit and if further 
hemorrhage, the result will be vascular col- 
lapse. If prolonged anoxemia, the outcome 
is a fatality. 

With acute blood loss, in his experience, 
he has not seen a patient that he was not able 
to resuscitate and operate upon by rapid 
blood replacement plus gastric resection. 

Vagotomy or vagotomy plus gastro-enter- 
ostomy has no place in the treatment of a 
bleeding ulcer. 


“Hemorrhage from the Small Intestine” 


Dr. Thomas R. Sarjent, 
University of British Columbia. 


There are over thirty causes listed for 
intestinal hemorrhage. They are classified 
as: (1) developmental anomalies, (2) ulcer 
of duodenum, (3) enteritis, (4) tumors be- 
nign and malignant, and (5) miscellaneous 
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Treatment consists of resuscitation, care- 
ful history taking, careful abdominal ex- 
amination to detect tenderness and palpate 
tumors, and differentiate between medical 
and surgical conditions. 

The longer the patient suffers from shock, 
hemorrhage, and anoxemia the greater the 
physiological changes. Ninety per cent of 
gastro-intestinal hemorrhages will cease if 
given enough blood. Age is not a deciding 
factor, but in the older age group you have 
the superimposed conditions of arteriosclero- 
sis, cardiac, renal, and vascular diseases. 

The management of the hemorrhage from 
the small intestine consists of: (1) sedation, 
(2) blood depending on the shock. When you 
have sweating, pallor, air hunger, cold ex- 
tremity, thready pulse, and low blood pres- 
sure, give blood at a rate of 50 to 60 drops 
a minute and when the signs disappear you 
have stabilized the patient. If the pulse sub- 
sequently rises and the blood pressure falls, 
apparently that patient is bleeding, so one 
must step up the rate of transfusion flow and 
carry out an operative procedure. 

At the end of twenty-four hours, if there 
is continuous improvement, one can stop the 
blood transfusion. Later one may need frac- 
tional blood transfusions, but not continuous 
transfusions. The patient may be given a 
Sippy diet at the end of 24 hours, if he is 
hungry. 

If there is a bleeding ulcer, the speaker 
felt that partial gastrectomy, removal of the 
duodenal ulcer, and ligation of the gastro- 
duodenal artery were indicated. He felt that 
it was not safe to leave the ulcer in as patient 
may hemorrhage again. 


“Hemorrhage from the Large Bowel Exclud- 
ing Anus and Rectum” 


Dr. John McMaster Waugh, Mayo Clinic. 


It is a chronic type of blood loss, as a 
rule. If there is acute blood loss, which is 
unusual, it will respond to emergency treat- 
ment. After response, one can make diag- 
nostic studies, rehabilitate the patient and 
prepare the colon for surgery as indicated. 

Treatment during hemorrhage from the 
large bowel consists of: (1) whole blood, 
(2) bed rest, (3) liquid non-residue diet, 
(4) morphine sulphate, (5) paregoric, (6) 
avoidance of enemas, irrigations and cathar- 
tics, and (7) vitamin “K” administration. 

If bleeding continues, emergency operation 
may be necessary. Colon covers a fair area 
and if you do not localize the lesion, you may 
isolate yourself through a wrong or small 
placed surgical incision. 

The administration of sulfasuccidine, 
aureomycin, and terramycin have in certain 
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cases a laxative effect and may cause recur- 
rence of bleeding, so Dr. Waugh advised the 
use of penicillin and streptomycin for bowel 
preparation where you have or have had a 
recent hemorrhage. 


Bleeding may come from: 


1. Carcinoma of cecum, ascending colon 
or hepatic flexure of the colon. The treatment 
is hemi-colectomy. If bowel is not prepared, 
one may consider obstructive resection. 

2. Ileo-cecal tuberculosis and regional en- 
— results in hemorrhage of the chronic 

ype. 

3. Diffuse and disseminated polyposis may 
result in marked hemorrhage on occasions. 

4. Chronic ulcerative colitis. As simple 
a procedure as ileostomy may take care of the 
situation. If you can, colectomy and anasto- 
mosis is indicated. 

5. Solitary intussception from polyp or 
benign fibroma that has intusscepted. 

6. Diverticulitis. May have to perform 
an obstructive resection in hemorrhage is of 
the exsanguinating type. 

7. Volvulus of the sigmoid. Closed loop 
obstruction may be filled with blood. 

8. Extrinsic lesions as carcinoma of the 
stomach, carcinoma of ovary etc., which erode 
into the intestine with perforation and bleed- 
ing. 


Questions from the floor: 


_1. Is there danger in giving barium as 
diagnostic procedure during bleeding? 


(Marshall) No more danger of in- 
creasing hemorrhage with barium sus- 
pended in water than Mulengracht diet. 
If you can, it is perhaps better to wait 
until massive bleeding has ceased. 


2. How do you handle a case which has 
the duodenal loop filled with blood proximal 
to the ligament of Treitz? 


(Sarjent) You must open the stomach 
and the duodenum and localize the point 
of bleeding. You must secure the hemor- 
rhage and excise the ulcer if that is 
what is causing the bleeding . 


(Marshall) Leiomyoma of the jejunum 
is a common cause of massive gastro- 
intestinal bleeding. May get superficial 
ulcers. that bleed excessively in the 
stomach, also, so that gastric resection 
is justified. 

(Waugh) may have a posterior duo- 
denal ulcer or two to three small gastric 
ulcers which are not palpable and may 
not observe if rugae pronounced. 


3. Why do you not do esophago-gastro- 
stomy in bleeding from esophageal varices? 
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(Longmiere) Do not consider esopha- 
go-gastrostomy as an emergency proce- 
dure in esophageal hemorrhage due to 
the poor liver in the cirrhotic cases. Such 
a procedure results in a high mortality. 
One may ligate the hepatic artery or left 
gastric artery as an emergency proce- 
dure and later do an esophago-gastro- 
stomy in severe massive hemorrhage. 


4. What criteria do you use for massive 
hemorrhage diagnosis? 


(Sarjent) Do not use hemoglobin, 
hematocrit or red blood cell count as 
criteria as it takes 48 hours for hemodi- 
lution to occur and by that time the 
emergency has ceased. A patient with 
a massive hemorrhage must have some 
degree of shock clinically to call it a mas- 
sive hemorrhage such as sweating, pal- 
lor, air hunger, cold extremity, thready 
pulse or low blood pressure. 


(Marshall) Blood volume studies are 
about as helpful as blood pressure and 
pulse in diagnosing massive hemorrhage. 
Blood volume studies are a great help 
to decide the time of operation. There 
is, however, some lag also in blood vol- © 
ume so it is a little dangerous to depend 


upon it entirely. 


5. How do you handle massive hemor- 
rhage resulting from diverticulitis? 


(Waugh) Hemorrhage may be mas- 
sive with diverticulitis of the colon. The 
case is handled initially the same as 
hemorrhage from a duodenal ulcer. If 
hemorrhage progressive, one may have 
to operate and perform an obstructive 
resection. Ileostomy, transverse colosto- 
my, and side-tracking procedures of this 
nature would be of no value. It is not 
like ulcerative colitis plus hemorrhage. 


6. Will you discuss ligation of hepatic 
artery in portal hypertension? 


(Longmiere) Ligation of hepatic and 
splenic arteries will reduce portal hyper- 
tension. The collaterals may re-form and 
re-establish circulation. It is a simpler 
procedure than portal-caval shunt anas- 
tomosis. The patient with ascites has 
many collaterals and presents consider- 
able difficulty. Believes that ligation of 
these vessels is of value in an emergency. 


7. Do you use a Levine tube in gastric or 
duodenal hemorrhage? 


(Waugh) Believes that a Levine tube 
is of value in gastric hemorrhage as it 
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reduces vomiting, reduces acidity and 
reduces the chances of recurrent hemor- 
rhage. 


(Marshall) In an indurated ulcer with 
bleeding, you have spasm. He believed 
that food added defeated the purpose of 
treatment. One does not get hypopro- 
teinemic in 48 hours, so why feed them 
and run the risk of recurrent bleeding. 


(Bowers) Down our way we have 
learned that food neutralizes the acid 
of the stomach and helps. 


The panel felt that in massive hemorrhage 
it was important to visualize and remove the 
ulcer. If the ulcer could not be removed be- 
cause of technical difficulties one can ligate 
the vessels about one-half inch from the 
ulcer. Ligation in the ulcer bed is not pos- 
sible because of the necrotic, inflammatory 
tissue. Opening the common bile duct to find 
out relationship of ulcer in second portion of 
- duodenum may facilitate removal of the 
ulcer. 


3. “Burns” (Symposium; Plastic Surgery 
Section) 


Dr. Allyn J. McDowell, 
Children’s Hospital, Los Angeles, Calif. 


The problem child in burns is the full 
thickness burn. It takes from three to four 
weeks for the burn tissue in this instance to 
separate. There is also the problem of pain, 
infection, and expense. Other problems are 
toxemia, anemia, protein loss and debility. 

He advised the use of pressure dressings, 
44 or 36 mesh vaseline gauze. When the 
granulations are flat, smooth, cherry red in 
color, and of fine texture, the area is ready 
for grafting. To be effective, pressure dress- 
ings should splint and immobilize the part 
when applied properly. This can be done by 
inelastic bandage only. Ace bandage is not 
effective. He changes these dressings in five 
to six days, then every two to three days as 
the dressing itself acts as a debridement, 
removing dead tissue and stimulating the 
growth of the granulation tissue. He felt 
that with more frequent dressing changes 
there was less need for surgical debridement. 
Dr. McDowell stated that Allen and Coke 
debride in ten days and skin graft, but he 
has not found it applicable that early, in most 
cases of third degree burns. He believes that 
dressings should be changed under general 
anaesthetic even though one has to give the 
anaesthetic every two to three days. 

Pressure dressings were felt to relieve 
pain by splinting and immobilization; pad- 
ding prevents pressure sores, and optimum 
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time for skin grafting is variable from one 
to two or three to four weeks. 


Dr. William S. Kiskadden, Univ. of Southern 
Calif. School of Medicine. 


Dr. Kiskadden showed a movie of burn 
cases and stated that Dr. Pulaski and Dr. 
Blocker reports less fever, less sedation and 
less blood requirement in the open treatment 
of burns. 


Ist Lt. M. C. Davis, 
Brooke Army General Hospital. 


The exposure method of treatment of 
burns stops when the eschar is removed. 
Then the pressure treatment is necessary to 
treat the granulation tissues. 

The administration of blood, electrolytes, 
and nutrition is the same in both the open 
and pressure type treatment of burns. 

With the exposure method immobilization 
is also necessary. 

No burn can be considered as treated by 
the exposure method unless there is air all 
around it. We cleaned all our burns at Brook 
General Hospital but due to the conditions 
of warfare all were not cleaned at the Tokyo 
General Hospital and both groups of patients 
did as well. 

In the partial thickness burn, the plasma 
surface dehydrates and leaves proteins and 
crystals on the surface. Here we have a crust. 

In the full thickness burn we have an 
eschar which is leathery, contracts, and the 
surface is depressed. The eschar falls off in 
from 7 to 28 days (desquamates) . 

Burn crust should never be picked off as 
it disturbs the granulations, leaves cracks, 
and promotes infection. 

We excise the eschar on the 10th day if 
possible and put on a good skin covering. 

We feel that it is not advisable to expose 
the burn and re-dress it as it adds to the time 
of healing. We do not keep re-dressing a 
burn. With the open treatment of burn we 
feel that we can watch the burn surface and 
may therby prevent burns from progressing 
from second to third degree. If a crack ap- 
pears, one must stop the open treatment and 
revert to the pressure dressing treatment. 

Local penicillin is not believed of value 
so far. Have high concentration of penicillin 
in burn bleb by systemic administration. 
Penicillin was not used at the Tokyo Gen- 
eral Hospital in all instances and there was 
no higher incidence of infections. 


Miscellaneous doctors: 


Harkins, at his institution, requires a 
written excuse if a burn is not skin grafted 
by the twentieth day. 
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’ Dryer does not believe that chemical de- 
bridement of burns, such as pyruvic acid, 
helped materially. 

Floricin does not seem practical to deter- 
mine full or partial thickness burns. Can be 
done by much simpler methods, such as pin- 
prick test, etc. 

Blocker wrote an excellent article on burns 
in the Annals of Surgery, October 1951. 

Kiskadden believes that one can keep 
homographs alive with wet dressings. He 
believes that wet dressings prevent an eschar 
progressing to a third degree burn. 

Stevenson worked with Padgett. Has used 
as much as 20 drums of skin at one sitting, 
but patient has to have meticulous prepara- 
tion nutritionally and treated actively to with- 
stand the procedure. He felt that one lost 
about 15 c.c. of whole blood from each drum 
of skin graft removed. 


4. Burns (Panel Discussion) 
Dr. Everett Idris Evans, 
Medical College of Virginia. 


Burn patients die of shock because (1) 
admitted too late, (2) not enough active 
— with blood, plasma, and electro- 
ytes. 
Treatment consists of: (1) enough colloid 
to restore plasma and red blood cells, (2) 
enough salt to replace edema, (3) adequate 
urine output which means adequate renal 
blood flow, and (4) whole blood administra- 
tion if over 25 to 30 per cent of surface area 
is burned. 

In burns 20 per cent or less, oral saline; 
if 20 per cent or over, intravenous saline 
indicated. 

Management of burn shock consists of: 
(1) insertion of Foley catheter, (2) blood 
sample for haemoglobin, (3) polyethylene 
venous tube, (4) hourly urine output, (5) 
hematocrit and haemoglobin every four 
hours, (6) watch for gastric dilatation, (7) 
follow fluid electrolyte formula. 

The fluid electrolyte formula is as follows: 

(1) Plasma, 1 c.c./Kg/body weight/ 
per cent body burned. 

(2) Saline, 1 c.c./Kg/body weight/ 
per cent body burned. 

(3) Five per cent glucose in D.W. 
‘2000 cc. (for urine and insen- 
sible loss). 

(4) Fifty per cent of above the sec- 
ond day following burn. 

Maintain urine output at 50 c.c. per 
hour. 

Not over 3000 c.c. of plasma or saline 
in any twenty-four hour period. 

Study urine-electrolyte output. 
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Dr. William A. Altemeier, 
Cincinnati College of Medicine. 


Infection increases mortality. A primary 
infection developing in 24 to 56 hours is due 
to hemolytic streptococcus. 

Infections of two varieties in burns: (1) 
bacteria limited to area of slough and no 
spreading into surrounding tissue, (2) bac- 
teria spread from area of slough to contigu- 
ous tissue usually hemolytic staphylococcus 
aureus. 

If secondary organisms are hemolytic 
streptococcus, then get septicemia. If organ- 
isms become immune and do not respond to 
antibiotics get septicemia. 

Tetanus and diphthcroids occasionally, 
but rarely involved in burn cases. 

ACTH administered to burn cases favors 
invasion of interior of the body by bacteria. 
Septicemia occurred in four cases treated 
with cortisone and/or ACTH. 

Necrotic tissue must be removed as soon 
as feasible as infection easily occurs. 

He believes in cleansing fresh burns with 
soap and water and culture at the time of the 
original dressing. Believes can prevent in- 
fection by administration of antibiotics. Ad- 
vises removal of the dead slough in the first 
three to four days or earliest moment, cer- 
tainly ten to fourteen days, as slough invites 
infection. The earlier one skin grafts a burn, 
the better. Devitalized tissue on exposed sur- 
faces of the body invites infection. 


Dr. Carl A. Moyer, 
Washington University School of Medicine. 


He uses 4 per cent acetic acid, 1-500 
Zephiran solution in saline for wet dressings 
prior to skin grafting. 


Dr. Henry N. Harkins, University of Wash- 
ington College of Medicine. 


Nutritional care of the burn patient is 
very important from the third day until skin 
is grafted to counteract burn anemia, burn 
hypoproteinemia, and burn sepsis. This is 
accomplished by the administration of blood, 
high protein diet, vitamins A, C, D, and iron. 
He advises avoiding electrolytes from the 
third to twenty-first day in burns as patient 
is absorbing his own edema fluid. Therefore, 
replace losses and keep balance. Give water 
only and glucose by vein. 

The anemia in burns is due to the burn 
itself and due to the open wound. 


Dr. Oliver Cope, Harvard Medical School. 


A patient with Addison’s disease, we 
know, who is getting enough adreno-cortical 
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hormone needs tremendous amounts if he gets 
a fracture, infection, etc. Likewise, patients 
and animals exposed to repeated trauma de- 
velop adrenal hyperplasia. Burn patients 
show an increased amount of hormone in the 
urine. It has been found that in spite of 
ACTH administration in burns, fluid accu- 
mulated in the burned area. Four days later 
the edema was less. The administration of 
ACTH did not prevent edema or subsequent 
absorption of the edema. ACTH and Corti- 
sone are without effect on the damaged capil- 
laries as their administration did not prevent 
edema or encourage more rapid absorption 
of edema. 

Burn patients leak nitrogen through the 
kidney. Can give testosterone and hold down 
nitrogen leakage. ACTH administration 
causes increase of nitrogen loss. 

Homographs are not influenced by the 
administration of ACTH or Cortisone. 

Dr. Cope stated that when debriding dead 
tissue, do not really remove all. Still have 
layer of dead tissue after remove layer of 
dead tissue. 


The second and final part of Col. Anderson’s 
report on the 37th Congress of the American 
College of Surgeons will appear in the April 
edition of SOUTHWESTERN MEDICINE. 


New Ready-to-mix Vitamins 
Preserve Potency 


Deterioration of pediatric vitamin prepa- 
rations, once a serious storage problem, has 
now been overcome by the Lilly Laboratories. 
By separate bottling of two groups of essen- 
tial vitamins, potency is fully protected with- 
out refrigeration from the date of manufac- 
ture until the ingredients are mixed just 
prior to use in the home. This distribution 
and marketing interval is often a matter of 
many months, during which refrigeration is 
not always possible. The essential vitamins 
which remain stable in solution are in one of 
two bottles. 


The other contains a dry powder of those 
necessary vitamins which best retain their 
stability when kept dry. This combination 
package is marketed as ‘Vi-Mix Drops’ (Mul- 
tiple Vitamin Drops, Lilly). Before use, the 
formula is completed by simply pouring the 
liquid into the powder. Full protection of 
potency by this ingenious new packaging 
method now assures that babies will receive 
full protection against vitamin deficiencies. 
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Gastric Antacid and Anti-secretory Drugs 
Their Effects Upon Gastric Secretions 


in Man 


“ . Calcium carbonate appears to be 

the most effective of the many antacids in 
current use. In hourly does of 2 or 4 gm, 
together with milk and cream and atropine, 
1.0 mg two to four time daily, calcium carbo- 
nate usually maintains the pH of the gastric 
contents between 4.0 and 5.5 in patients with 
duodenal ulcer; it does not cause alkalosis, 
as has been assumed, and its constipating 
effect can be corrected with proper substitu- 
tion of laxative antacids. This regimen, how- 
ever, is effective only during the period of 
administration ; it does not control the exces- 
sive nocturnal gastric secretion of duodenal 
ulcer... . Aluminum hydtoxide, magnesium 
trisilicate or tribasic calcium phosphate in 
large quantities diminish but do not com- 
pletely eliminate the free acidity; their neu- 
tralizing effect is much less or nil when 
administered at long intervals and in small 
amounts. ... 
_ “Atropine produces extremely variable ef- 
fects in patients with duodenal ulcer ; in doses 
effectively inhibiting gastric secretion, it 
causes toxic symptoms; its principal useful- 
ness may be to enhance the degree of antacid 
neutralization by prolonging gastric empty- 
ing. Synthetic atropine-like compounds offer 
no particular advantage... . . Tetraethylam- 
monium salts significantly depress gastric 
secretion and motility in man; however, this 
action is brief and is accompanied by unde- 
sirable side reactions. Hexamethonium com- 
pounds have yielded promising preliminary 
results. Banthine parenterally apparently 
induces a more pronounced inhibition of gas- 
tric secretion with fewer toxic manifesta- 
tions. Clinical results to date are encourag- 
ing, although we have noted recurrent ulcers 
during banthine therapy.” — Kirsner, J. B., 
Palmer, W. L., Levin, E., and Klotz, A. P., 
Ann. Int. Med. 35 :785, 1951. 


*Reprinted by permission of the Bulletin of the New England 
Medical Center. 
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Members of -the Southwestern Medical - 


Association regret the passing of three of 
its long-time members: 
I. L. Peavy, M. D., Santa Fe, 
December 25th. 
C. L. Brock, M. D., Albuquerque, 
January 5th. 
A. J. Evans, M. D., Magdalena, N. M., 
January 28th. 
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3 Missing Minerals Replaced 


Studies showing a lack of various elements 
in some foodstuffs suggest faulty food prepa- 
ration or growth in deficient soil. Some of 
these mineral elements are no less essential 
than vitamins, with which they are interre- 
lated in metabolism. Of the many trace ele- 
ments found in animal tissue, six are believed 
to be essential for man: iron, copper, iodine, 
manganese, cobalt, and zinc. Still others may 
also be important to health. 


The exact role of trace elements in nutri- 
tion has not been completely defined, but it 
now appears desirable to ensure their intake 
in a manner similar to that of vitamin sup- 
plementation. Accordingly, Eli Lilly and 
Company has recently announced a new com-. 
pound, ‘Mi-Cebrin’ (Vitamin-Mineral Supple- 
ments, Lilly), which supplies, in tablet form, 
ten appropriately selected minerals in addi- 
tion to all eleven essential vitamins. The 
regular use of this integrated nutritional sup- 
plement should be helpful in sustaining a 
healthy existence, continued vigor, efficiency. 


Juarez Sanatorium Names New Board 


Dr. Salvador Negrete was elected presi- 
dent of the board of the Central Medical So- 
ciety of the Bermudez Sanatorium in Ciudad 
Juarez, Chihuahua, recently. 


Other new officers of the board are: 
Dr. Gonzalo Guerrero Ramirez, secretary; 
Dr. Jesus Dominguez Soto, treasurer; Dr. 
Francisco Vargas Gonzalez and Dr. Ramiro 
Vega Valdez, speakers; Dr. Ricardo Ortiz 
Pinerua, commissioner; Dr. Evaristo Bernes 
P., director of the sanatorium; and Dr. 
Ramiro Vega Valdez, sub-director. 


Expect 2500 to Attend 
Fifth Ob-Gyn Congress 


More than 2500 physicians and nurses 
are expected to attend the Fifth American 
Congress on Obstetrics and Gynecology, to be 
held in Cincinnati’s Netherland-Plaza Hotel 
March 31 through April 4. It is sponsored 
by>the-American Committee on Maternal 
Welfare. 


The program will bring up to date all 
scientific and. clinical aspects of obstetrics 
and gynecology. In addition to this compre- 
hensive medical program, there will be papers 
on nursing and public health, and a special 
session on sociological factors. 
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Ambulance Service at All Hours 


Kaster & Maxon 


El Paso, Texas 2-3431 


* In the heart of the Loretto Addition * 


Mc Dow’s Pharmacy 


4800 Montana St. 6-1361 El Paso, Texas 


AMBULANCE SERVICE 


French- Fitzgerald 


910 E. Grand Ave. 3-4404 Albuquerque, N. M. 


For Your Convenience 
Use Our Handy Charge-A-Plate Service! 


The White House 


El Paso, Texas 


AUSTIN WOOTEN R. W. MERRILL 


LaCross Ambulance Service 
24-Hours fm) Oxygen-equipped 


915 Paisano Drive 3-9415 EL PASO, TEXAS 


Fischbein Bros. 


Custom Tailors 


309 N. OREGON EL PASO, TEXAS 


Rodehaver -Miller- Morrison 
AMBULANCE SERVICE 
PHONE 5-2748 


2600 East Yandell Blvd. El Paso, Texas 


Only at the Popular in El Paso... 
FINE HARTMANN LUGGAGE 


— Mezzanine, Mca’s Store — 


POPULAR DRY GOODS CO. 


It’s 


Sweeney's 
FOR PRESCRIPTIONS 


MILLS BLDG. — PHONE 3-4445 — _ EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 


Give Us A Trial On Your 


TAYLOR BACK BRACE 


Orders 


4 Send the following measurements: from 
level of shoulders to tip of sacrum; circum- 
ference of pelvis above trochanters; circum- 
ference of waist; height and weight. 


Christopher d 
Brace and Limb Co. 


815 N. Cedar at Five Points 


5-3841 EL PASO, TEXAS 


EL PASO, TEXAS 


GUNNING & CASTEEL DRUG STORES 


Complete Prescription Service in 8 Conveniently Located Stores 


YSLETA, TEXAS 


WHEN WRITING ADVERTISERS PLEASE MENTION SOUTHWESTERN MEDICINE 


